South Carolina Department of Health and Human Services
NOTICE OF COST OF CARE

From: Date:

Case Number:

HH:

To:

Recipient Name:

Medicaid ID:

You were previously notified that your application for the following assistance has been approved:

|:| Nursing Home Assistance |:| Home and Community Based Services |:| General Hospital

Please note the following IMPORTANT Information:

Your eligibility for [_] vendor Payment [ _] Home and Community Based Services (or other waivered services) is based
on having established an Income Trust. Your income, as listed on Schedule A of the trust, must be deposited into your trust
account. Your cost of care is determined by subtracting allowable deductions from your gross income (regardless if listed on

the Schedule A or not). The allowable deductions are listed on the attached DHHS Form 1729 ME, Income Trust Budget Sheet.

L] You have been approved for a vendor payment to a medical facility effective and
will be required to pay the medical facility $ per month toward the cost of your care
beginning

[ Your Home and Community Based Services (or other waiver services) are effective . The
Division of Accounting Operations will bill you $ per month toward the cost of your care. You will be notified

if this amount changes.

L] Your cost of care will change from $ to$

effective due to:

You [_] must pay this amount to the facility.

You [_]will be billed by the Division of Accounting Operations.

DHHS Form 3229 ME (Nov. 2019)



[] Spousal Impoverishment Resource Provisions were used to determine your eligibility. To remain eligible, you must

transfer all resources except $2000 to within 90 days from the

date on this notice. You must provide verification of this transfer to your eligibility worker within 90 days.
Manual/policy reference supporting this action:

(A copy of the referenced material is available upon request from DHHS.)

L] Fair Hearing:

If you disagree with this decision in any way, you have 30 days from the date of this notice to submit new information, or
submit any information that we previously requested, in order to have your case reevaluated. If you believe we’ve made
an error, you have the right to appeal this decision at a hearing with SCDHHS, the agency that administers Medicaid in
South Carolina. You may represent yourself at the hearing, hire an attorney to help you or have someone speak on your
behalf. You must submit a written request for a hearing no later than 30 calendar days from the date on this notice via
one of the following methods:

o Appeal online at www.scdhhs.gov/appeals

o Mail your request to:
SCDHHS — Central Mail
PO Box 100101
Columbia, SC 29202-3101
Attn: Eligibility Appeals

o Fax your request to: 888-835-2086

. Or email your request to: eligappeals@scdhhs.gov. For your privacy and security, please note that mailing
personal health information is more secure than email.

In your appeal request, you should specifically state which issue(s) you wish to appeal and attach a copy of the
notification received from SCDHHS regarding the specific matter on appeal. For more information about the appeal
process or what to include in your appeal request, go to www.scdhhs.gov/appeals, call 888-835-2039 (TTY 888-842-3620)
or send an email to eligappeals@scdhhs.gov.

If you submit an appeal request within 10 days of the date on this notice, you may be eligible to continue to receive
Medicaid benefits until a decision is made regarding your appeal. If you decide to continue receiving benefits during your
appeal, you may be asked to repay any charges to your Medicaid account if the appeal decision is not in your favor.

[] State retirement
If your Medicaid is being terminated because you have been discharged from a nursing home and you receive State

Retirement benefits, you must contact the South Carolina State Retirement System at the end of six (6) months from
your date of discharge if:

1. You have not been admitted to a nursing facility or,
2. You have not been admitted to a hospital. You may be eligible to receive an increase in your State Retirement
check.
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SOUTH CAROLINA DEPARTMENT OF HEALTH AND HUMAN SERVICES

. : . : Healthy Connections >.0
Notice of Non-Discrimination MEDICAID

The South Carolina Department of Health and Human Services (SCDHHS) complies with applicable Federal civil
rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex. SCDHHS does
not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

SCDHHS provides free aids and services to people with disabilities, such as qualified sign language interpreters
and written information in other formats (large print, braille, audio, accessible electronic formats, other formats). We
provide free language services to people whose primary language is not English, such as qualified interpreters and
information written in other languages. If you need these services, contact Janet Bell, ADA and Civil Rights Official,
by mail at: PO Box 8206, Columbia, SC 29202-8206; by phone at: 1-888-549-0820 (TTY: 1-888-842-3620); or by
email at: civilrights@scdhhs.gov.

If you believe that SCDHHS has failed to provide these services or discriminated in another way on the basis of
race, color, national origin, age, disability, or sex, you can file a grievance with the Civil Rights Official using the
contact information provided above. You can file a grievance in person or by mail or email. If you need help filing
a grievance, we are available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights,
electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.
hhs.gov/ocr/portal/lobby.jsf or by mail or phone at: U.S. Department of Health and Human Services, 200
Independence Avenue, SW, Room 509F, HHH Building, Washington, D.C. 20201 or by phone at: 800-368- 1019, 800-
537-7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html

Language Services

If your primary language is not English, language assistance services are available to you, free of
charge. Call: 1-888-549-0820 (TTY: 1-888-842-3620).

si habla espafiol, tiene a su disposicién servicios gratuitos de asistencialingtistica. Llame al
1-888-549-0820 (TTY: 1-888-842-3620).
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Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para 1-888-549-
0820 (TTY: 1-888-842-3620).

Ecnu Bbl roBOpUTE Ha PYCCKOM si3bIKe, TO BaM AOCTYMNHbI 6ecnnaTHble ycnyru nepeeoga. 3BOHUTE
1-888-549-0820 (TeneTann: 1-888-842-3620).

Néu ban n6i Tiéng Viét, c6 cac dich vu hd tr ngdn ngir mién phi danh cho ban. Goi sé 1-888-549-
0820 (TTY: 1-888-842-3620).

Se vocé fala portugués do Brasil, 0s servi¢gos de assisténcia em sua lingua estdo disponiveis para
vocé de forma gratuita. Chame 1-888- 549 0820 (TTY' 1-888-842-3620)

WREERAERET L, B UREERESZRIIRG . 35 5 F1-888-549-0820 (TTY: 1-888-842-3620)

Falam tawng thiam tu na si le tawng let nak asi mi 1-888-549-0820 (TTY: 1-888-842-3620) ah tang ka
pek tul lo in na ko thei.

GG ST gG! Srerdl @ Al STYH f2:e HORT 7 HIT HgraaT §ar] 3uasd g | 1-888-549-0820 (TTY: 1-888-842- 3620)
U i &L |

S0 & AFESHAI= 49, 0 X3 ME|AE FEE 0|85t &+ AEH CH 1-888-549-
0820 (TTY: 1-888-842— 3620)‘?_49% Hatal] FHAL.

Haka tawng thiam tu na si le tawng let asi mi 1-888-549-0820 (TTY: 1-888-842-3620) ah tang ka pek
tul lo in ko thei.

Si vous parlez francais, des services d’aide linguistique vous sont proposés gratuitement. Appelez
le 888-549-0820 (ATS : 888-842-3620).

@@ﬂmoon a3 o3peael, so1g) opeodieren oo O’)CO'S:T&&C\)WSO?l $ooé1m§og§or%c\%1, o
888-549-0820 (TTY: 888-842-3620)

TNFO; PG RIE ATICT P FCTI° ACAF LCEPTE N1% ALTHP T HHIBAPA: OL TUtAD- 2TC LM 1-888-549-
0820 (09Tt ATASFD-:1-888-842-3620).
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South Carolina Department of Health and Human Services Better care. Better value. Better health.
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